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HYPNOSIS WITH A POSITIVE APPROACH IN THE 


MANAGEMENT OF “PROBLEM” OBESITY“ 
By RUTH P. OAKLEY, M.D.** 


Tl: one is asked, “What is the cause of obesity ?”, one may readily 
reply, “A positive calorie balance”. Although this is fact, it pro- 
vokes many questions, some of which can be answered, while others 
can not. Medically, various types of obesity are recognized; namely, 
endocrine, genetic, hypothalamic, other central nervous system ori- 
gin, simple overnutrition, and psychogenic; each requiring different 
specific therapy involving more than one medical discipline. My defi- 
nition of “problem” obesity is an obesity of psychogenic etiology, 
uncomplicated by masked or overt psychosis, characterized by con- 
tinuous or episodic compulsive hyperphagia, which although there 
may be remissions, usually chronically progresses to physical and 
emotional deterioration. To the individual so affected, food presents 
a continuing problem, a very bewildering personal one. This is a 
parallel situation, but of different dimensions, to the “problem” 
drinker, or alcoholic. 


The public demand for weight reduction has become so great 
that it will grasp at any straw. In addition to all the diets (crash 
or otherwise), oral preparations, colonic irrigations, and mechanical 
devices — all guaranteed to effect weight reduction, and testimonials 
to prove it—, one also sees in the personal advertisements of our 
newspapers, “Reduce with Hypnosis”, with a telephone number 
to call for an appointment. He, too, will have his “cures”. From 
what information I have been able to obtain from individuals who 
have consulted the lay hypnotist, his methods, indiscriminately ap- 
plied to any obesity, primarily are suggestions directed toward 
rigid dietary control, emphasis on asthetic and health factors, aver- 
sion to various high calorie items, and implantation of huge illu- 
sionary feedings. Obviously, this can be harmful. 


Winkelstein,® who has studied the effect of hypnotic suggestion 
for diet and weight reduction, has carefully selected only healthy 


*Read before the Annual Meeting of the American Society of Psychosomatic 
Dentistry and Medicine in Washington, D. C., March 12, 1960. 
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females without endocrine dyscrasias or overt psychoses, but has 
continued the negative thinking of the lay therapist and focused too 
heavily upon the alimentary tract and stastical weight reduction 
itself. Wollman,’ in reporting the use of hypnosis in reducing 450 
obese patients in groups of five, stresses life-long dietary discipline, 
and remarks that the greatest weight loss in one week was 17 
pounds. Here there is the added factor of group competition. We 
can not forget that weight has been lost without hypnosis, and may 
even question its value in this situation. 


To stastically equate hypnotherapy implies reduction of the 
play of variables, which is most difficult when one considers the 
various vectors of force interacting in the hypnotic process, and 
especially the continuum of waking and hypnotic suggestion. What 
can be the resultant force, and how long will it endure? Is there 
any other way that we can measure the power of post-hypnosis 
suggestion? I believe there is. It is the purpose of this paper to 
mention some physiological and psychological factors observed in 
obesity, comment on negative hypnotic techniques, and present a 
positive approach to the management of “problem” obesity, with 
elaboration of methods, which I have found successful with my 
patients. Its two objectives are: immediate and slowly continuing 
weight loss until the patient’s own goal is achieved, and a long 
range recovery program without relapses. This study is an out- 
growth of several years’ work in the field of alcoholism. Some 
methods useful in the management of this disease have been re- 
tailored toward a goal of moderation; others have been especially 
designed to suit the problem of obesity. 


Physiological and Psychological Factors. Types of Hyperphagia. 


The distinction between overweight and overfat generally can 
be made by observing adipose distribution. The present height and 
weight tables (in the process of revision) give a distortion in this 
respect. However, I did not deem it necessary to make use of Har- 
penden skin fold calipers* for more accurate obesity measurements. 


Habitual hyperhagia, as well as rapid weight reduction, may 
lead to secondary metabolic abnormalities, fatty degeneration of 
organs, changes in intestinal absorption, and elevation of blood 
*available from British Indicators, Ltd., Sutton Road, St. Albans, Herts, Englar 
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lipids and ketones. Such patients really exhibit a paradoxical mal- 
nutrition, which, I feel, may well be a factor in perpetuating com- 
pulsive hyperphagia. The majority of patients studied revealed 
no startling chemical abnormalities, although many were extremely 
obese. The inertia frequently observed, was attributed to an admix- 
ture of corpulence, chemical imbalances and emotional factors. 


It seems reasonable to assume that psychogenic obesity is 
widespread, due to the complexities of the central nervous system 
itself, various emotional and intellectual interactions, and sociocul- 
tural almospheres, and, in each individual affected, stems from a 
multiplicity of origins, depending upon many interrelated factors. 
Along with this, there are many psychological consequences. In 
other words, no one clear-cut cause, and no single effect. For clarity 
one can divide this obesity into four main types. 


Persistant hyperphagia. This individual may or may not have 
a personal problem, and may never present for therapy, unless 
motivated by some health problem, or fear of it. With proper 
management, without hypnosis, weight reduction usually can 
be attained without too much difficulty. However, in some, the 
act of weight reduction will unmask a problem. 


Reactive hyperphagia. Psychological trauma appears to insti- 
gate this pattern. Often insight and guidance is enough to 
redirect normal eating habits. However, other traumatic expe- 
riences may increase the frequency of the episodes, and char- 
acteristics of a compulsion develop. Hypnosis can be helpful 
here. 


Compulsive hyperphagia. This pattern appears to be far more 
common than formerly supposed. In the words of the individual 
himself, he overeats “because he just can’t help it”. Efforts at 
moderation, when possible, are not usually long sustained; re- 
lapses are the rule. Often other compulsive tendencies are also 
noted. This person’s symptomatology parallels that of the clas- 
sical alcoholic, and every means available to us should be di- 
rected toward his therapy, in the hope of halting the progression 
of his problem, which is very real and personal. It is with this 
individual, and with those possessing some characteristics of 
his disease, that I feel hypnosis can be of great value as adjunc- 
tive therapy in office management. 


Psychotic hyperphagia. Here the psychosis may be masked or 
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overt. This is a definite psychiatric situation, and is outside 
the scope of this paper. Whether or not hypnosis is indicated, 
is entirely at the discretion of the psychiatrist who undertakes 
therapy. 


Naturally, a reducing diet will only add more physiological and 
psychological difficulties to those the patient already has. Especially 
with rapid weight reduction, protein loss and a negative nitrogen 
balance, which does not always balance itself with added dietary 
protein, are serious consequences, which in themselves, promote 
rapid weight gain once the diet is halted. Stunkard* in a careful 
study of the dieting obese, noted an alarmingly high incidence of 
the appearance of emotional disorders and severe illnesses. As yet, 
various reducing groups and group psychotherapy for obesity have 
proved themselves notoriously unsuccessful on a long range basis. 
This is not so with alcoholism. As of now, the writer feels that 
psychogenic obesity warrants individual attention. Anorexic drugs, 
such as the amphetamines, are of no real help. Patients in this study 
who had tried them, stated without exception, that either they had 
no effect, or increased their “nervousness”, so that they ate more 
as a result. Paradoxically, in a sense then, dieting and weight loss 
are not rational management of obesity. 


Characteristics of Compulsive Hyperphagia. 


Persons exhibiting compulsive hyperphagia present no one per- 
sonality type. In varying intensity many of these characteristics 
are evident. The individual has a faculty for not being honest with 
himself or others concerning his problem, tends to blame it on envi- 
ronmental, personal, or glandular situations, and will often advance 
excuses for weight reduction, such as asthetic, social, or health 
reasons, rather than the true fact that he has lost control, and 
believes it to be due to a lack of “willpower”, which he is reluctant 
to admit. Often he conceals to others and rationalizes to himself 
the amount of food consumed. Although he may be able to deny 
himself for varying periods, these are followed by worse excesses. 
Anxieties beset him. A feeling of character defect, moral (glut- 
tony) disgrace, and hopelessness, are common. He is often afraid to 
begin to reduce for fear of failure. A life without overeating is diffi- 
cult to visualize. Realizing that his obesity is self-inflicted, he feels 
ridiculous, and his body becomes distasteful to him, symbolizing all 
things that he does not want to be. Full of self-pity, he resents 
needing help, but yet begs for it. All this may not be verbalized. 
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This individual often has a detailed knowledge of diets, calories, and 
gimmicks; all of which have failed him, giving the therapist the 
problem or educating the educated, or expressed differently, the task 
of closing the gap between knowing and doing. Advice and shifting 
the responsibility of treatment on to the patient, will only depre- 
ciate the therapist in the eyes of his patient, and the long range 
battle is lost before it ever begins, hypnosis or no hypnosis. 


Out of this apparent hopelessness, two helpful facts emerge. 
First, not satisfied with himself, this patient has an intense desire 
to be a “Person”, which term carries the distinction of personality, 
which has great meaning for all of us. We are all people, but we are 
not all “Persons”. Secondly, compulsive individuals have a capacity 
for construction and industry, which is not always apparent. Both 
of these can be capitalized upon to the patient’s advantage in 
therapy. 


Negative Hypnotic Techniques. 


Let us comment now upon a few negative hypnotic techniques. 


Fortification of the patient’s own reason for weight loss. This 
may well be an excuse, and if so, nothing is strengthened. 


Health, social, and vanity suggestions. These are superficial ; 
vanity should not be fostered in anyone. People do not relin- 
quish their compulsions for long on a health basis, and remain 
happy. Too much stressing of health factors, which the patient 
knows anyway, may paralyze him into inaction. 


Dietary discipline, dietary instruction, denial. This symbolizes 
incarceration. So often the patient knows exactly what to do, 
but is powerless to do it. This concentrates too heavily on the 
alimentary tract, and the hunger which is not truly there. Any 
dietary explanations, etc., should be done in the waking state. 
These measures represent advice, but not therapy. 


Huge illusionary feedings. This is dangerous. I have seen one 
case in which the individual so treated was seized with ab- 
dominal pain, and continued to vomit perniciously all the food 
that was not there. In this instance, the added suggestion of 
continuing gastric fullness was given. Since hyperphagia and 
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anorexia stem from the same root, what if the pendulum swings 
too far in the opposite direction, and the patient is unable to 
eat at all? And more simply, the majority of obese people can 
begin eating again directly after a large meal. This technique, 
I feel, accomplishes nothing. 


Aversion to favorite dietary items. Invariably the patient will 
select substitutes. This is cruel procedure. Any aversion treat- 
ment always, in some way or another, eventually worsens what- 
ever is the problem, and creates others. No alcoholic has ever 
been truly helped by aversion methods. 


Regression. While this is one of our greatest aids in revealing 
hidden material, I believe it is unnecessary in this problem, 
unless there is a special related situation which merits its use. 
Since there is no clear-cut cause, wrong answers are sure to 
appear, and more harm than good is done. Regression sym- 
bolizes violation to this type of individual; he is afraid of what 
else might come out. Concentration on this technique can make 
your treatment stagnant, unprogressive, and lessens goodwill. 


A program incorporating such methods lacks order, continuity 
and dynamics, is slanted in the wrong direction, and carries a large 
measure of risk. Illusionary feedings and aversion techniques in- 
corporate elements of emotional shock, which we know, can start, 
switch, or intensify a compulsion. Any results must be only tem- 
porary. I believe that because of lack of understanding and the 
application of such methods, we shall see more problem obesity, more 
psychosomatic disorders, especially of the gastrointestinal tract, 
creation and intensification of more compulsive disorders, and frag- 
mented egos in masked psychoses, revealing overt ones. Also, too 
many lay people will learn too much and too little about hypnosis. 


A Positive Approach. 


Hypnosis has not been offered to any patient simply because 
he asks for it. In this instance, I have reserved its use for patients 
presenting these histories: one who has tried and could not make 
the grade; one who has lost and gained one or more times, and 
the trend is up; one who exhibits wide swings in overeating and 
undereating, but tends toward overeating; one who has shown a 
sudden marked change in eating habits toward overeating. No 
attempt has been made to treat overt psychoses with this method. 
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Essentially we have a behavior problem in which our task is 
to. bring action to the patient’s knowledge. To close this gap between 
knowing and doing, it is necessary to get to really know the patient 
and understand his dynamics. He must be treated as a whole. The 
rearrangement of his dynamics is the solution to his problem. 
closing the gap with reeducation. The maintenance of new attitudes 
will perpetuate recovery. We accept the patient as he is, attempt 
to integrate a better personality, replacing the symptom of hyper- 
phagia with constructive activity, of which, as we mentioned earlier, 
he has hidden capabilities, and capitalize on his desire to become a 
“Person”. Since a life without his symptom is difficult to visualize, 
we make use on every visit of the technique of progression to fixate 
his goal. Fortification of an honest desire, catalyzes the reaction 
for symptom replacement. Almost hidden in long neglected foot- 
notes, Freud observed concerning psychotherapy, the purpose is 
“to give the patient’s ego freedom to choose one way or the other’’.’ 
It is this theme that we pursue here. The patient with guidance 
is given the freedom to choose his own way out of his problem, 
giving him the feeling that he has accomplished it all by himself. 
This program leads away from the alimentary tract as much as 
possible, and does far more than just reduce the patient. 


In outline these are the technical elements of our recovery plan. 


1. Progression (projection). This is partly structured. 
Fixation of the goal of achievement 
Combined visual and auditory illusions of accomplish- 
ment 
Outbalancing of the compulsion by recurrent illusions 
of accomplishment 


Enhancement of the prestige of the suggestions 
Development of motivation 
Restoration of confidnce 


rr PP 


Removal of discipline 
24 hour plan’ 
Resistance 
Decision 


6. Release, redirection, and replacement of the symptom (ex- 
pulsion of the compulsion) 
Freedom of choice 
Mobilization of all forces 


7. Self-mastery. The emergence of the “Person”. 
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8. Change of attitudes and their preservation 
Application 


9. The challenge of construction 


10. Re-education. (Closure of the gap between knowing and 
doing) 


In the initial interview with our patient deliberate identification 
is made with him and his problem through the empathic process, 
which is in itself a therapeutic act. This leads to fellowship and a 
very good transference, but at all times we maintain our own iden- 
tity, avoiding overprojection. Stewart has stated that, “it is through 
empathy, a process grounded in good-will, that the therapist is able 
to cultivate in his patient the ‘freedom to choose one way or the 
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other’ ”’.' 


As we discuss his problem, we do not probe with many ques- 
tions, finding that as he comes to know us better, much hidden 
material is spontaneously worked through and ventillated. We reas- 
sure the patient that his problem is not a question of “will-power’, 
but of rearrangement of his psychological energy, and that since 
there is no one cause for his trouble, there is no one way out of it, 
and he is free to choose his own exit.. We draw a parallel to alco- 
holism, and in every case, this has been accepted without challenge. 
We relieve him that there will be no drugs or special diets, but that 
diet will be discussed whenever he wishes it. The nature of the 
“Person” is then discussed, and the need for symptom replacement. 
The patient is oriented toward hypnosis by informing him that 
hypnosis is a way to help you help yourself, and trance depth is not 
the important factor, since there is both a physical and psycho- 
logical depth. This prevents rationalization of whether or not he 
was really hypnotized. After dangers of rapid weight reduction have 
been pointed out, we then ask, ‘““How much do you want to weigh?”. 
By this time a sensible goal is expressed, which, as he gains confi- 
dence by visible weight reduction, often is later extended. From 
this waking suggestion, and an explanation of and a mind set for 
hypnosis, we merge directly into formal hypnosis. Post hypnotic 
discussion is usually brief, directed against rationalization. Non- 
chalantly, we remark that it is of no value to “test” the suggestions. 
We recommend that he return in one week, another week or ten 
days and thereafter purely on a voluntary basis, as needed. This 
tactic seems to impel him to return, and prevents refractoriness 
to hypnosis. 
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Post-hypnotic Suggestions. 


Below are some of the suggestions used in this program. 
Certain key words and phrases which have been found to carry 
impact are in italics. Since working against any compulsive be- 
havior is a most difficult task, an effort for enhancement of the 
suggestions is always made. My hand is seldom removed from the 
patient’s shoulder while giving the suggestions, and as the key words 
and phrases are mentioned, the pressure is varyingly intensified 
according to the importance of the words. This technique usually 
will maintain a deep trance; nothing else but my voice seems to 
be heeded. In addition to the semantics, inflection and accent are 
important. The words when used are more repetitious than shown 
here. Incidentally, although there are helpful elements, this phrase- 
ology in toto should not be used with the alcoholic, since there are 
some harmful elements for this problem, and also the program is 
not powerful enough. 


“Go a distance into the future, go a bit farther into the 
future. See yourself, now, after you have lost this weight that 
you want to lose, feeling well and happy, engaged in some 
activity that is beneficial to you, and of a constructive nature. 
Watch yourself in your imagination; put plenty of color, mo- 
tion, and action into it, and at the same time, tap out some 
music or verse with the forefinger of your right hand. 


This important vision of yourself will recur to you many 
times throughout each day to sustain you in the effort you 
are now making, reminding you constantly of your goal of 
definite weight reduction that you have now set for yourself. 


Keep this vision firmly fixed in your mind as I talk to you. 


The suggestions that we now give you will be very power- 
ful and of great help to you. They will sink deeply into your 
unconscious mind, which is now close to the surface, and be- 
come a part of it, directing you in this program of weight 
reduction that you have chosen for yourself. 


You now have an honest desire to eat less, and because of 
this honest desire, you will notice increasing confidence in your- 
self, that you can achieve your goal of weight reduction one 
day at a time, one day at a time. 


30 




















Journal of the American Society of Psychosomatic Dentistry and Medicine 


Your confidence in yourself will grow greater and greater, 
and as it increases, your desire to overeat will become less and 
less. You will diet only for 24 hours at a time, which anyone 
can do, and which you have done before. 24 hours at a time, 
and even more frequently if needed, you will make a decision 
to eat less than your body requires. 


There will be no such thing as self-denial, because you defi- 
nitely will not want to overeat. No sense of self-denial; your 
desire will be that strong. 


You will concentrate on small healthy meals, learning to 
enjoy them, not wanting to eat between these meals, which 
for you will be adequate. 


A couple of small mouthfulls of any high calorie food, re- 
gardless of what it is, will give you the same satisfaction as 
though you had eaten all of it, knowing that you could eat all 
of it, but also realizing that you do not want to.°® 


You will find yourself now working on the replacement 
of this symptom of overeating. You are now ready and willing 
to give up this symptom, to give up this symptom at all levels, 
both conscious and unconscious. 


You are redirecting this psychological energy, which in 
you has expressed itself in abnormal eating habits, into activi- 
ties that are beneficial to you and of a constructive nature. 


Your own mind will tell you what to do. You are not rob- 
bing yourself of this symptom. You are replacing it. You must 
replace it at levels of your consciousness, and in all ways 
available to you — mentally ,physically, and even spiritually. 
The more you replace it, the greater will be your confidence in 
yourself, and the better your success. 


This is a study in self-mastery, and if you wish, can lead to 
other achievements that you might also desire. You will find 
yourself now taking on the importance of a “Person”, which 
is one of your greatest needs. 


As you apply yourself to your problem of weight reduction, 
you will observe your attitudes toward food, and even other 
things, changing, changing, becoming more and more normal, 
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healthier and healthier, showing you control, but not indiff- 
erence. You will want to enhance and preserve the vigor of 
these attitudes for all times, preventing any relapses, which 
have so thoroughly troubled you in the past. The preservation 
of these new attitudes is and will be most important to you, 
since you realize full well it measures all your success. 


Remember, you are working on your problem each day 
just for today. Viewed as such, this is not 2 large order, it 
can and it must be done. 


Discussion. 


This plan can be used flexibly, so that it may be enlarged or 
intensified wherever needed. All of it need not be covered in one 
session. Patients using this plan, with few exceptions, begin to 
lose weight immediately at a reasonable rate, (not faster than 1 
to 3 pounds weekly), and continue reduction until their goal is 
reached. Office visits, once the plan is in good operation, vary from 
2 to 6 weeks. After achievement of the goal, they return now and 
then for reinforcement, depending very little upon hypnosis. 


It is interesting that some were unable for a while to visualize 
themselves, and saw an acceptable image, e. g. Cary Grant. Also, 
in many the activity and music grew more aggressive as they gained 
more confidence. Some visualized aggressive activity, in which they 
had not indulged in years, right from the start. All remarked 
concerning the power of the suggestions which kept “reeling around 
in their heads’, but not annoyingly so. The 24 hour plan' removed 
the onus of dietary discipline, which this type of individual can not 
tolerate, and it is amazing how well they chose their food. In numer- 
ous instances a spontaneous aversion to favorite dietary items 
developed, which delighted them. “A couple of small mouthfulls, 
etc.”, is an excellent resistance maker and a harmless equivalent to 
illusionary feedings. None appeared to be conscious of dieting and 
expressed a sense of well being without any untoward physical or 
emotional complaints. The only complaint registered so far has been 
some insomnia that was not present before. Since there was no 
excessive complaint, we made no effort to treat the insomnia with 
either drugs or suggestion. Since our patient is being treated as 
a whole, I find it important to mention and sometimes stress spir- 
itual values, which are interpreted as the patient understands them, 
without direction on my part. 
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The patients managed to indulge in a variety of constructive 
activity. Many did much better at their jobs. Home and social 
situations were improved. Many were able to accept without resent- 
ment situations that were formerly intolerable. Really good ad- 
justments were made. Several remarked that they seemed to be 
“growing up”. Emotional immaturity is often discussed with these 
patients. 


This program will easily eliminate faddists, who simply can not 
go along with it. Obviously, we have had failures, but very few, 
due to careful selection of cases. The failures tend to be individuals 
who seem to be incapable of becoming honest with themselves, who 
will continue to lie about what they have eaten, and who keep 
wishing that the obesity could be due to some other cause but a 
self-inflicted one. These individuals will resort to chicanery, such 
as the taking of enemas, and diuretic drugs left over from some 
former treatment, in a desperate effort to move the scales down- 
ward. When this is discovered, we usually pull the rug out from 
under them, which at times, proves to be a therapeutic act, but 
not generally. Occasionally a lazy individual is encountered, who 
will be content if only he does not continue to gain. This one tends 
to direct treatment, saying, “Give me this suggestion, etc.”. 


Conclusions 


A positive approach to the individual management of “prob- 
lem” obesity, involving no noticeable risk to the pateann, has been 
presented. Its two objectives are: 


1. Immediate and continuing weight loss until the patient’s 
own goal is achieved. 
2. A long range recovery program wothout relapses. 


At this time no attempt has been made to present or discuss 
statistical information. 


Reasons are discussed for the avoidance of negative hypnotic 
techniques. 


A flexible recovery program with methods has been detailed, 
stressing freedom of choice and absence of dietary discipline. Symp- 
tom removal of compulsive hyperphagia, redirection, and replace- 
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ment with constructive activity has been successfully accomplished 
with few failures, utilizing all forces possessed by the patient. 


Hypnosis has been used with a positive, permissive approach, 
as a catalyst, in a supporting manner, with guidance, in an effort 
for re-education. 


The value of the suggestive therapeutics has been measured 
not only by the weight lost, but by the amount of change in the 
patient’s dynamics expressed by constructive activity of his own 
choice, and by his own estimate of himself as a “Person”. By com- 
parison of my work in the past for the same objectives, I feel that 
with the added benefit of hypnosis, a most powerful instrument, 
results are more easily attained, are of better quality, and number 
fewer failures. 


Like everything else, we realize that our work, too, must have 
flaws, which we hope to improve, as we learn more. This paper 
has been written solely to encourage the positive approach, because 
we just do not like negative thinking. 
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THE PLACE OF MEDICAL HYPNOSIS IN THE EVERY 
DAY PRACTICE OF ANESTHESIOLOGY“ 
By VICTOR J. TOFANY, M.D.** 


Mica hypnosis has a very definite place in the every day 
practice of anesthesia. When properly applied by a qualified indi- 
vidual, it serves as a most useful adjunct to the armamentarium of 
drugs and techniques the anesthesiologist has available to him. It 
is the purpose of this paper to discuss some of the more common 
applications of this art and to present a series of case reports to 
illustrate these applications. Because of the well-recognized ability 
of the anesthesiologist to relieve pain and to make the surgical pro- 
cedure pleasant for the patient, he is in a very good position to use 
this prestige to successfully employ medical hypnosis. 


PRE-OPERATIVE 


When hypnosis is used pre-operatively, it may be possible to 
use either the formal or the disguised approach depending upon 
what is desired. It is felt that any major application of hypnosis 
should most certainly embody the verbal consent of the patient. 
To make this matter of consent unduly formal will usually result 
in poor results and sometimes even failure. For this reason it is 
usually best to leave the matter of consent to the person who is to 
administer the hypnosis. 


If used for allaying apprehension, sedation, and amnesia, the 
indirect approach works very well. The patient is given the sug- 
gestion that he or she will have a good night’s rest and will be 
completely relaxed when he goes to the O.R. It is also suggested 
that he will not remember leaving the room when he is taken to 
the O.R. The amnesia can be timed to coincide with the adminis- 
tration of the pre-operative hypodermic. If a nasogastric tube or 
Foley catheter are to be used, suggestions as to the ease of inser- 
tion annd lack of awareness of the presence of these appliances are 
given. These suggestions utilizing “time distortion” can be ex- 
tended into the post-operative period where applicable. These things 


*Read before the New York State Section of the American Society of Psycho- 
somatic Dentistry and Medicine in Buffalo, N. Y., October 31, 1959. 


**Chairman, Anesthesiology Department, St. Mary’s Hospital, Rochester, N. Y. 
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are integral parts of the routine pre-operative visit and should not 
require the formal approach. 


If hypnoanesthesia is to be used for the surgery, it is often 
desirable to carry out a primary induction at the time of the pre- 
operative visit. This will give the operator an opportunity to evalu- 
ate susceptibility and capacity as well as to set up a reinduction 
signal for rapid induction at the time of surgery. It goes without 
saying that conventional anesthetic drugs and equipment should 
always be at hand when employing hypoanesthesia. Often a small 
amount of drug can turn potential failure into complete success. 


In the case of primary induction, verbal consent should he 
obtained before induction. Primary induction under these circum- 
stances also allows the patient a chance to discuss the use of hyp- 
nosis with the spouse or other relatives. The patient who embarks 
on a hypnotic endeavor with reservations is, in the opinion of this 
author, a questionable candidate. I would hasten to add that the 
patient who has good indication, good motivation, and proper pres- 
entation will usually not have reservations about submitting to 
hypnosis. This is especially true of the emergency situation. 


OPERATIVE 
Elective Surgery 


Here hypnosis is used in that type of case in which it is nec- 
essary that the patient be conscious during the operation. Some 
form of conduction anesthesia is usually used in conjunction with 
hypnoanesthesia. Case report number one illustrates this. 

Case Report #1 


ITN - isesutictihieiiiinhcianipaiuaiadai , age 46, presented for right carotid 
ligation for a diagnosis of aneurysm of the Circle of Willis. It was 
desired by the neurosurgeon that the patient be conscious at the 
time of the operation so that after ligation of the carotid artery, 
it could be ascertained if she still had use of the extremeties on the 
opposite side of her body. The patient was interviewed the day 
before operation, with the neurosurgeon, at which time it was ex- 
plained to her that it was very important for her to be awake 
during this procedure, and that medical hypnosis and local anes- 
thesia would be employed for the operation. The patient was agree- 
able to this, and accordingly, the following day came to the operat- 
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ing room very lightly medicated. The hypnotic state was induced 
and she was transferred to the operating table. 1% novocaine was 
then infiltrated into the line of incision. A right carotid ligation 
was performed without incident except at the time the carotid 
sheath was incised when the patient said that she felt some dis- 
comfort. At this time more novocaine was injected with proper 
suggestions to the patient and the procedure was completed with- 
out further incident. She was able to move her extremeties on 
request and was able to cooperate completely throughout the pro- 
cedure. She was awakened and was given the post-hypnotic sug- 
gestion that she would have anesthesia in the area of her incision 
until healing was complete. This particular suggestion was 100% 
effective, and when interviewed the following day, this lady said 
that she had complete anesthesia in her incisional area and had 
experienced no discomfort whatsoever. So uneventful was her post- 
operative course that she was discharged on the day following 
surgery. 


Also in this group are those people who, because of their physi- 
cal status, are poor candidates for conventional anesthetic man- 
agement. Under these circumstances hypnosis will reduce conven- 
tional anesthetic requirements if it does not completely eliminate 
their necessity. In this group are included painful procedures of 
minor nature which do not justify anesthesia but which are impor- 
tant for diagnosis or treatment. Case two illustrates this type 
of case. 


Case Report #2 


NII siissciitaisecniincusthicetanhadaiiahgtiiaiai , age 21, was admitted to a medical 
ward for pain in the left hip. The only significant history she gave 
related to this pain was the fact that she had had an injection of 
oil repository hormones several weeks previous to the onset of her 
symptoms. There was no indication of local infection apparent but 
she did complain bitterly of pain in the hip and was unable to move 
the hip at all when I saw her. Because of this severe pain in her 
hip it had been impossible to get proper x-ray views of the hip joint. 
The internist who was in attendance felt that this was rather im- 
portant for diagnosis as well as an aspiration procedure on the hip, 
and I was asked to see her to help accomplish these two procedures. 
After explaining the procedure to the patient and getting her verbal 
permission, I proceeded to induce hypnosis. The house officer then 
proceeded to aspirate the region of her left hip in several places 
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without difficulty. She was then placed upon a cart, which she 
accomplished voluntarily, and we proceeded to take her to the ele- 
vator and down to the x-ray department. She was placed on the 
x-ray table and her leg was placed in all positions required for the 
accomplishment of the x-ray procedure without difficulty. Upon 
completion of the x-rays, she was returned to her room and it 
was suggested to her that she would have continuation of any 
symptoms that were important to her, but that she would not 
have any difficulty eating, drinking, or taking care of her usual 
bowel and bladder habits. She awoke with a smile and said that 
she felt this was a most fabulous experience. She continued to have 
some symptoms in the region of her hip for several days following 
the procedure, but they gradually improved and no further develop- 
ment of symptoms was apparent. It was decided that she had had 
a reaction to the hormone injection in the region of the hip and that 
all of her symptoms were on the basis of this. 


EMERGENCY SURGERY 


Here hypnosis has wider application because the condition of 
the patient often makes many anesthetic techniques, especially 
general anesthesia, hazardous. In this group are found such things 
as reduction of bone fractures, debridement of wounds, burn dress- 
ing, suturing of lacerations, and emergency control of bleeding. 
Case reports three and four illustrate this type of case. 


Case Report #3 


BN wsissiiaciaisipiedsipablinisnsn , age 15 years, was seen in the emergency 
room with a laceration of the lower lip which he had sustained 
while playing hockey. Because of the emergency situation, hyp- 
nosis was induced. Numbness was indicated in the lower lip and 
the interne proceeded to repair the laceration without difficulty. 
It was indicated that the numbness would remain in the region 
of his incision until healing was complete, and the boy was re- 
ferred back to his family physician. The family physician was 
notified that the laceration had been repaired under hypnosis and 
that the numbness in his lower lip had been indicated. The per- 
sistence of the numbness was verified in a follow-up report from his 
family physician. After the procedure was completed, the patient 
was awakened and it was requested that he write his reactions to 
the experience. The following is what he wrote. “It seems as if it 
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was about twenty minutes waiting for the doctor, but when he came 
in I had some fun. I scored two baskets in a basketball game. I 
laid on the table and felt a squeezing on my mouth. It went away 
after a second and I didn’t feel anything. The time was very 
short and it seemed about two or three minutes”. This procedure 
took roughly twenty minutes and the time he spent waiting for 
the repair of the laceration was approximately one hour. 


Case Report #4 


UD, scitiissicndeistusitinacianbeiiieiates , age 36, was admitted to the hospital 
with a diagnosis of incomplete abortion. She had had considerable 
hemorrhage but was not in shock at the time of the operation. She 
was brought to the operating room after having had the routine 
pre-medication and because I was not available at the time, as I 
was completing a case in another operating room, the obstetrician 
proceeded to induce hypnosis. He then proceeded to scrub and at 
this time I arrived and was given rapport with the patient and pro- 
ceeded with the hypnotic procedure. The dilatation and curettage 
proceeded without any reaction from the patient and without inci- 
dent. The procedure was finished and the patient awakened with 
a smile. She was returned to her room where she promptly ate 
some lunch and the headache with which she had arrived in the 
O.R. was relieved. It had been indicated that she would void with- 
out difficulty post-operatively and this was 100% effective. She was 
discharged the following day after writing a rather lengthy report 
on her reactions to the experience. The one thing of note in her 
written report was the fact that she had complete confidence in 
her obstetrician and she felt that anything he suggested would be 
perfectly all right with her. This is important in establishing a 
relationship with patients who are to undergo hypnosis. 


Another application of hypnosis is in the induction of general 
anesthesia by mask, especially in children. In this situation hypnosis 
is achieved by “playing a game” or “watching television” while 
the mask is applied and anesthesia induced. Case report #5 illus- 
trates this. 


Case Report #5 


DARIO sa cicsrcircnsstnsrsneinasen , age 6 years, was brought to the operating 
room for a tonsillectomy. I met her in the hall outside the operating 
yoom and told here we were going to play a game and have some fun. 


45 








Journal of the American Society of Psychosomatic Dentistry and Medicine 


She readily accepted this and closed her eyes upon command and 
proceeded to play the game. She never stated what the game was 
but kept her eyes closed while the mask was placed over her face 
and anesthesia was induced. Induction of anesthesia was very 
smooth and uneventful and without an excitement stage. Tonsil- 
lectomy and adenoidectomy were performed and upon emergence 
from anesthesia the child was returned to her room. She was seen 
in the room and was again told we were going to play the game. 
At this time she closed her eyes while I indicated that her throat 
would feel good and she would have no discomfort in this area and 
that it would be sleepy until her tonsil area was healed. I also told 
her that she would be able to eat and drink and that everything 
would taste good. I then awakened her by telling her to stop play- 
ing the game and open her eyes, and she did with a smile. When 
seen later that day she was taking fluids and was quite happy 
watching television. She had had no nausea and no complaints were 
given at this time. The parents of the child were quite thrilled 
with her post-operative course and were the envy of the other 
parents in the room whose children had not had the advantage of 
hypnosis. 


POST-OPERATIVE 


Here again hypnosis can be utilized to relieve the discomfort of 
in-dwelling nasogastric tubes, Foley catheters and other such appli- 
ances. Analgesia can be produced in those instances when narcotics 
are contraindicated, to control wound pain, to facilitate coughing, 
ambulation, and dressing changes. Case reports number six and 
seven illustrate this. 


Case Report #6 


I sill Riana ica taiaealiite , a 67 year old man, was admitted for 
cholecystectomy. On a previous admission he had a herniorrhaphy. 
At the time of his arrival in the operating room for the hernior- 
rhaphy and after having had the usual pre-medication with demerol 
and scopolamine, he was in a state of shock and it was necessary 
to cancel the operation because of his condition. After further 
history was obtained, it was ascertained that he had had previous 
ill effects from the administration of narcotics. With this in mind 
he was given no pre-medication except scopolamine, and the herni- 
orrhaphy was performed under spinal anesthesia. Post-operatively, 
analgesia was maintained by the use of aspirin and spiriti fru- 
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menti. Because of his previous poor experience with the narcotics 
and because he was not too happy with the management of his 
analgesia by the use of spiriti frumenti, it was decided to control 
his pre-operative sedation and post-operative pain by the use of 
medical hypnosis. Primary induction was performed in the pa- 
tient’s room the evening before surgery at which time it was 
indicated that he would be completely relaxed and would have no 
memory whatsoever of his trip to the operating room. A signal 
was set up and the following day when he arrived in the operating 
room, he was reinduced by the use of this signal before entering 
the operating room. A cholecystectomy under high spinal anes- 
thesia was performed without incident. The patient was returned 
to his room after having the suggestion that the anesthesia in the 
area of his incision would persist. He experienced considerable dis- 
comfort the evening of the surgery and again the incisional anes- 
thesia suggestions were reinforced. However, it was felt that some 
of his discomfort was most certainly visceral, but it was not felt 
that it would be safe to remove the discomfort due to intraabdomi- 
nal stimuli because of the danger of masking post-operative compli- 
cations. About 3:00 A.M. the morning following surgery he was 
given 50 milligrams of demerol for what was believed to be severe 
pain by the house officer, and he experienced no untoward effects 
at this time. This was the only post-operative narcotic or analgesic 
drug that was administered. His post-operative course was un- 
eventful and he left the hospital quite happy with his experience. 


Case Report #7 


PE <siinditnnitatinaicdbinsaaaiaiaeaialls , was admitted to the hospital with a 
diagnosis of mitral stenosis and a mitral commissurotomy was 
performed using ether analgesia. Post-operatively she developed 
adelectasis on the operative side and she was unable to cough and 
raise the mucous that she had developed as a sequel to the surgery, 
despite the fact that she got apparently good effect from the demerol 
she was given post-operatively. After explaining medical hypnosis 
to her the hypnotic state was induced and glove anesthesia was 
induced in the right hand. The glove anesthesia was transferred 
to the left chest in the area of her thoracotomy incision and it was 
indicated that this anesthesia would remain there until healing was 
complete, and that she would be able to breathe deeply and cough 
without difficulty. She was awakened and immediately coughed 
very vigorously and raised large amounts of thick mucous. She 
was told that she could continue to have the demerol if she needed 
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it, but she had no further demerol following the hypnosis. This 
was a matter of concern to the nurses on the floor because they 
felt this patient certainly should have some narcotics because she 
most certainly must be having pain. However, the patient re- 
fused to admit that she did have any discomfort and refused 
further narcotic administration. 


Urinary retention and gaseous distention can often be relieved 
or prevented by the use of hypnotic suggestion. This has been 
found exceptionally true in the case of rectal surgery where no 
underlying pathology is causative. 


CHRONIC PAIN 


The group of patients with chronic pain comprise a varied and 
challenging array of subjects. Many have incurable cancer; others 
are doomed to a long life of pain from a non-fatal type of disease. 
Usually they have been through the whole gamut of medical thera- 
peutics. Many are narcotic addicts. Narcotic addicts are poor can- 
didates and will transfer pain from one region to another in order 
to maintain a requirement for narcotic administration. These peo- 
ple are best left alone. By the use of hypnoanesthesia and “psycho- 
logical lobotomy”’, pain threshhold and the reaction to pain can be 
altered to relieve these grossly unhappy individuals. This type of 
therapy gives a completely new outlook on a life which may have 
been doomed to despair. Case Reports number eight and nine give 
fine examples of what can be accomplished in this area. 


Case Report #8 


LT Se , age 63 years, was seen by me while 
she was undergoing deep x-ray therapy for recurrent and metastatic 
carcinoma of the uterus. She apparently had carcinomatosis of the 
abdomen and was complaining bitterly of pain in the sacroiliac area 
and the sciatic area of her right leg. She was receiving six or seven 
injections of morphine, grains one-third, every twenty-four hours. 
In addition to her other pains she had intermittent complaints in 
the left shoulder and mid-thoracic region. These symptoms were 
assumed to be due to metastatic involvement of the vertebrae. She 
also complained of nausea. Hypnosis was induced and numbness 
was indicated in the area of her complaints. This was reinforced 
at twenty-four hour intervals and later at forty-eight hour intervals, 
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depending on the state of comfort and the onset of new areas of 
pain. In addition, the cold spot breathing exercise was suggested 
for control of the nausea and this worked very well. However, she 
developed nausea later on in the therapy which I will treat later. 
In addition to the numbness and anesthesia in the area of her dis- 
comfort, it was suggested that any discomfort she might have 
would be completely relieved by aspirin. In addition to this, psycho- 
logical lobotomy was indicated, and she was also told that if these 
measures failed to relieve her discomfort she could have the mor- 
phine she had been previously receiving. When first seen she had 
expressed some concern about the moral aspects of hypnosis. 1 
reassured her and suggested that perhaps her brother, who is a 
priest, could further relieve her anxiety on this score. He appar- 
ently did this because the second time I saw her, her results were 
much more successful. On the above mentioned regime she went 
for five days at one stretch with only bufferin. She had been placed 
on bufferin following a bout of nausea and vomiting which she told 
me must be due to the aspirin. She was accordingly placed on buf- 
ferin and it was suggested that the bufferin would not cause her 
any nausea or vomiting. During the last three weeks of her hospital 
stay she had about eight hypos all told and these were usually in 
the early morning around 3:00 A.M. I found out later that this 
was due to the interpretation of her symptoms by the night nurse 
who was administering the morphine without the patient’s specific 
request. She became much brighter and happier and began to 
move about and got up and went to the bathroom by herself. Her 
mental outlook improved and the nurses on the floor were quite 
impressed with the change in her personality. As time went on I 
was careful not to let my visits become too frequent for fear of 
producing dependence. She eventually went out to a nursing home 
where she stayed for one week. During that time she did not 
require any morphine despite the fact that she had some with her. 
This, I concluded, indicated that she could continue on this regime 
indefinitely. During her hospital stay I instructed the nursing 
personnel and all others who might come into contact with her to 
utilize the positive approach and never to use the word pain or ask 
her if she were having discomfort. She stayed at the nursing home 
for about a week and then returned to the hospital for a few days 
before going home. She had been dissatisfied with the nursing 
home and felt that she would be much happier at home with her 
family. At the time of her readmission she was still very bright 
and had mobilized well and was taking care of herself without 
apparent difficulty. She told me at this time that she still had bouts 
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of discomfort in her sacroiliac region and in her right leg but that 
the bufferin relieved it completely. At this time all the previous 
suggestions were reinforced including the psychological lobotomy, 
and she was discharged about four days after her readmission, 
went home, and has continued to do well as far as I’ve been able to 
ascertain. From the reports I have received, she is up and about 
doing housework and taking care of herself without any apparent 
limitation of activity. She continues to take the bufferin and no 
other medication has been necessary as far as I’ve been able to 
ascertain. It has been approximately eight months since I first 
saw this lady. 


Case Report #9 


OLS R Rane , age 44, was first seen by me in May of 1959. 
About three years previously she had suffered a transverse mye- 
litis and had been completely paralyzed from the mid-thoracic region 
down. Since that time she had progressed from a state of com- 
plete paraplegia to the point where she was able to walk with help. 
She was on daily physiotherapy and this had helped to relieve the 
spasms which she had been having in her legs. However, she still 
could only walk a few steps before the spasms in her legs pre- 
cluded further progress. She also had had some difficulty in her right 
foot where she had a foot drop and she was unable to keep her right 
foot everted. This complicated her walking considerably. In addi- 
tion to this, she was unable to lie flat in bed for more than a couple 
of minutes without getting spasms in the hamstring muscles of 
her right leg. Because of the static nature of her physiotherapeutic 
progress I was asked to see her with the possibility of being able 
to aid in her physiotherapy. I was unable to elicit any positive psy- 
chiatric history. However her brother, who is a priest, described 
her as a very tense woman and very excitable. When I saw her 
she was rather calm and collected but as soon as she came into 
the room it was necessary for her to go to the bathroom to urinate. 
Apparently frequency of urination has been quite a problem to her 
in that she could not go anywhere without having ready access 
to a bathroom. This has been a very great source of embarrass- 
ment to her. She had heard about the achievements of some of 
my other patients and was quite anxious to undergo hypnosis. After 
giving her a susceptiblity test, hypnosis was induced rapidly and 
without difficulty. Suggestions were given to relax the muscles in 
her legs. Spinal illusion was indicated and the anesthesia was con- 
centrated in the area of her discomfort, which was mainly in the 
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right leg, with the specification that this anesthesia would in no 
way disturb the normal function of her legs, but would rather en- 
hance it because this would enable her to walk without her previous 
difficulty. It was also suggested that there would be no further dif- 
ficulty with spasms in her legs and that she would be able to walk 
an unlimited distance without spasm as well as to lie in her present 
position, which was supine, with total comfort. It was suggested 
that her bladder would function normally and when it was fifty 
per cent filled, she would have the desire to void and would void 
normally. Finally, it was suggested that any discomfort she might 
have would be completely relieved by bufferin. She was awakened 
and seemed very pleased with the results and immediately got up 
and began to walk around with the aid of her physiotherapist who 
had accompanied her. No spasrrs were apparent for the first time 
since her illness she said. At this time her physiotherapist told 
me about the difficulty everting the right foot. She was returned 
to the hypnotic state and told that she would be able to evert her 
foot, which she did under hypnosis, and that she would be able to 
hold the foot in this position while walking and would be able to 
walk without her previous foot drop. All the suggestions were 
worded very carefully to avoid masking neurological progress. Since 
the initial interview she has been seen on several occasions and has 
been making very satisfactory progress with her physiotherapy. 
In addition, she had been able to sleep nights, which she did with 
difficulty before, and has made very good progress with her walking. 
She still has some frequency of urination at night, but is able to 
contro! her bladder much better during the day. On subsequent 
visits suggestions have been given with respect to the bladder not 
only to decrease the frequency but also to increase the capacity 
of the bladder. At the present time it has been suggested that 
her bladder will feel full when it is seventy-five per cent full and 
that she will have the urge to void at this time and will be able 
to withhold urination for as long as she desires, and that when she 
is ready to void, she will be able to void normally by simply concen- 
trating on doing so. It is felt that progress with the bladder will 
not be greatly affected by hypnosis but will depend on neurological 
recovery. The main purpose of the use of hypnosis in this individual 
is to supplement her physiotherapy and to make physiotherapy more 
comfortable and perhaps hasten the return of muscle function. This 
apparently has been accomplished to a great extent. This has been 
a very challenging experience in that it is necessary to avoid mask- 
ing any signs of neurological recovery and care must be exercised 
to not confuse neurological recovery with hypnotic suggestions. 
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From the foregoing dissertation it should be apparent that the 
anesthesiologist has many every day uses for the art of hypnosis. 
It is neither wise nor necessary for him to extend the use of hyp- 
nosis to those cases beyond his field of medical endeavor. Rather 
he should concentrate on developing excellence within his own field. 
At all times it is imperative that the use of hypnosis be kept in 
its propery perspective. Appropriate enthusiasm tempered with 
common sense will enable the anesthesiologist to utilize medical hyp- 
nosis in the attainment of that goal sought by all good doctors — 
better care of his patients. 


Rochester, N. Y. 
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DIFFERENTIATION OF PERSONALITY TYPES* 
By ANTHONY J. GRAFFEO, M.D.** 
Rochester State Hospital, Rochester, N. Y. 


ae is like a mask in a sense that it is made up of 
patterns of behavior derived from inheritance consisting of physi- 
cal characteristics, intelligence, emotional traits, habits, interests, 
drives, sects and many other things. It is the framework through 
which an individual expresses his inner interests. These interests 
were incorporated from “early parental function in the shape of the 
superego, no doubt the most important and decisive element, iden- 
tifications with parents at a later date, and with persons in au- 
thority”. The dynamic forces in disagreement give rise to ele- 
ments of personality. 


Psychoanalysts believe these forces are the result of the inter- 
action of the instincts (Id), the self (ego), and the environment 
(super-ego) as expressed by Sigmund Freud. Jung adds to this the 
collective unconscious; the persona inheriting germ unconscious 
brain structures. Adler believed personalities formed from original 
feelings of inferiority which emerged from the person as feelings 
of superiority. Personality types are also spoken as personality 
syndromes or extremes and character behavior. 


The most commonly accepted personality types today are those 
described by Jung. He says there are two general or “tempera- 
mental types”. These are described from the standpoint of the 
direction of the flow of the libido (energy). When the flow of libido 
is away from the individual, the expression extraversion is used 
and the person is called an extravert. He is one who has outgoing 
transfers of interest from a subject to an object; e.g. the salesman. 
When the libido is turned mainly inward upon the individual him- 
self, the condition is known as introversion and individual as an 
introvert; e.g. the scientist. 


The extrovert has a tendency to make social contacts whereas 
the introvert tends to withdraw from social contacts. The latter 





*Read before the New York State Section of the American Society of Psycho- 
somatic Dentistry and Medicine in Buffalo, N. Y., October 31, 1959. 
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or introvert blushes frequently; is self-conscious, avoids all occa- 
sions to talk before crowds; finds it difficult to express himself in 
public; prefers to work alone; dislikes or avoids any process of 
selling; turns attention inward; is critical of others; limits friends 
to a selected few; worries over possible misfortunes; feels hurt 
readily; is sensitive; says what he considers the truth regardless 
of how others take it; keeps in the background; avoids leadership 
on social occasions; is absent-minded; is retiring; prefers to work 
things out by himself; prefers competitive intellectual games to 
athletic games; unburdens only to close friends; indulges in self- 
pity when things go wrong; persistent in beliefs and attitudes; 
shrinks from action that demands initiative; expresses himself bet- 
ter in writing than in speech; is governed by reason than by emo- 
tions or impulses; is a good rationalizer; is conscientious; a senti- 
mentalist; is strongly motivated by praise; is selfish; slow in move- 
ment, suspicious of motives of others and is creative of new ideas 
and things.” 


Emil Kretschmer, in his “Physique and Character” has several 
personality types on biological basis. In one group he mentions 
the schizothymic typified by the quiet or introverted humorist, the 
schizophrenics or the neurasthenics; the cyclothymic or the gush- 
ing, jolly people who are typical of the extraverted individuals, the 
manic-depressive people with moderate shifts in which the depres- 
sive trends are often manifested in physical complaints. 


In the other group, he divides types in five groups as shown 
in Table #1. 


Table #1 

Schizophrenia Manic-Depressive 
Body Types Percent Psychosis-Percent 
Asthenic 46.2 4.7 
Athletic 17.7 3.5 
Pyknic 2.8 84.6 
Dysplastic 19.4 0 
Unclassified 13.7 7.0 (3) 


The principle characteristics of these different types are as 
follows: the asthenic individual is a lean, narrowly built; long, nar- 
rowed faced individual with narrow shoulders; long, lean arms and 
legs. Skin and soft parts are thin; plae, poor in fat. In this type 
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is found 46% of schizophrenic individuals and 4.7% manic-depres- 
sive patients should they break down. 


The athletic type is a middle height individual with wide pro- 
jective shoulders, large chest, firm abdomen; well developed legs. 
The muscular is strong. The skin is firm; fat moderately developed. 
This type is observed in 17.7 percent schizophrenia and 3.5 percent 
of manic-depressive patients should they break down. 


The pyknic type is characterized by individuals of middle height 
with rounded figure; broad face, large skull; limbs are soft and 
round. The hands are short, soft, wide. The shoulders are rounded, 
high and pushed forward. The neck is short and thick; abdomen 
large. Obesity is moderate or much. The muscles are soft and of 
moderate strength; the weight of the body is heavy. This type 
dominates the manic-depressive group of patients 84.6 percent and 
in schizophrenia only 2.8% should they break down. 


The fourth or dyplastic type is generally due to disorders of 
glands of internal secretion. The groups may be eunuchoids or 
eunuchoids and polyglandulas fat abnormalities; and infantilism 
and hypoplasis. This group makes up 19.4 percent of schizophrenias 
and no manic-depressive individuals should they break down. 


Psychoanalysists have a tentative arrangement of personality 
types. Namely, 1. Normal — consisting of those in harmony with 
himself and the environment. The chief aim of the ego is to main- 
tain a constant (normal) healthy state. A strong ego can repress 
instinctual drives well, and give maximum amount of self-expres- 
sion without producing anxiety or illness. It uses the healthy de- 
fense mechanism of sublimation by controlling impulses or renun- 
ciating them.’ 2. Inhibited type — consist of those individuals in 
whom the external environmental forces (superego) inhibit the in- 
stinctive (id) impulses to prevent possible conflict between the self 
(ego) and the instinctive forces (id) through repression or uncon- 
scious covering. This serves the purpose to keep the individual 
ego) from getting into dangerous situations. 3. Neurotic — are 
those affected by neurosis expressed in the transference neuroses 
known as hysteria; anxiety and obsessional neurosis and narcis- 
sistic neurosis. The transference neuroses are indicative of conflict 
between the id or instinctual forces and the ego or self forces. The 
conflict is expressed as anxiety. When the conflict is between the 
ego and the super-ego,; the individual indicates poor character as 
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evidenced in neurasthenia, wherein the individual regresses to anal 
sadistic levels. A weak ego developes defenses which themselves 
cause suffering. These unhealthy defenses may cause excessive 
repression, reaction-formation which usurps energy; projects con- 
flicts which create problems and masochistic self-punishment.’ 
4. Criminal personality — is one who tends to violate social laws. 
He has many unresolved emotional conflicts. He is the variety of 
the very poorly integrated individuals whose conflicts are ordinarily 
expressed in terms of anti-social trends or behavior. They are often 
in a group known as psychopathic personality in which there is 
much emotional instability, rapid-changing moods, irritability, iying, 
stealing, gambling, forgery, arson, various manifestations of sadism 
and sexual perversions. The course is usually chronic. 


One of the most important concepts connected with phycho- 
analysis concerns the origin and development of character traits 
or personality. The formation of character traits is explained on the 
basis of instinctual psychology. Instinctual qualities arising from 
the Id are first attached to the soma (physical parts). The three 
most important somatic zones in the life of the infant are the oral, 
the anal and the phallic. Through experience in habit training, 
these are deeply imprinted on the mind (psyche), and become 
mental characteristics! 


The oral activity is expressed in two ways, sucking and biting, 
from each of which arise definite personalities. If the individual 
suffers no difficulties during the sucking period, the pleasurable 
sucking phase is carried over as a character trait leading to an 
optimistic type of individual who always believes he will succeed 
in any undertaking. The identification with the mother gives rise 
to generosity. If, on the other hand, the child fails to achieve 
gratification during the sucking period, he develops a pessimistic 
attitude. In latter life, he is apprehensive, demanding; never sat- 
isfied. The biting stage also leads to desire to hate or to destroy. 


The anal character is made of three cardinal traits; orderliness 
(reliability), conscientiousness and punctuality; parsimony (ava- 
rice) ; obstinancy (defiance), vindictiveness and irascibility. 


The next stage in personality development is the genital stage. 
Through reaction-formation and gradual sublimation investments in 
each of these zones are progressively transferred the disciplines 
imposed upon the child by the parents. The cleanliness and regu- 
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larity of anal habits are later expressed as cleanliness, regularity 
with regard to non-anal activities. The sucking and biting of the 
oral stage gives way to higher expressions of all activities such 
as good table manners or cleanliness, physical and verbal, and 
independence from the mother. As the pregenital zones (oral and 
anal) progress the personality takes shape. With the onset of the 
genital phase, some of the personality traits of the pregenital level 
are put into service; de-oralized and de-analyzed, to form favorable 
social relations. At this stage, the genital character is relatively 
unnarcissistic (unselfish) and unambivalent (independent). The 
individual is considered to have a normal social personality. He 
has made an important step toward overcoming his hostile ten- 
dencies and has broken the power of the pleasure (hedonistic) 
principle to dominate the conduct of life. 


A general classification of the disorders of the personalities as 
published by the American Psychiatric Association divides the 
personalities as follows:° 


I. Personality Pattern: Those with developmental defects but 
with little or no anxiety or distress. 
Therapy rarely alters their structure. 


1. Inadequate type: Inadaptable, inept, lack stamina, socially 
incompatible. 


2. Schizoid type: Aloof, detached, fearful. As children — 
shy, sensitive ; as youth — seclusive shut 
in, unsociable. 


3. Cyclothymic type: Outgoing, superficially generous, ready 
for competition, frequent alternating 
moods of elation and sadness. 


4. Paranoid type: Schizoid traits plus exquisite sensitivity 
to interpersonal relationships. e.g. sus- 
picious, envy, extremely jealous or stub- 
born. 


II. Personality Trait: Those unable to maintain emotional con- 
trol due to basic emotional maldevelop- 
ment. 
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1. Emotionally Unstable Personality: 

Reacts with excitability and ineffective- 
ness in minor stress; has strong or poor- 
ly controlled hostility, guilt and anxiety. 


Passive-Aggressive Personality: 
Indicating underlying psychopathology. 


a) Passive Personality: 
Dependant, clings to others or to mother. 


b) Passive-Aggressive Personality: 
Aggressiveness expressed by passive 
measures. e.g. pouting; stubborness; 
procrastination ; inefficiency. 


c) Aggressive Personality: 
Temper tantrums; destructive behavior. 


. Compulsive Personality: 
Have constant adherence to conformity ; 
over-conscientious; great capacity for 
work. 


. Mixed Personality Traits: 
Combination of above traits of II. 


III. Sociopathic Personality: 


Those ill in terms of society. 


1. Antisocial Reaction type: 





Usually chronic — always in trouble; 
never learns by experience; no loyalty 
to any group, person or code; hedonistic ; 
lack sense of responsibility. 


Dysocial Reaction Type: 
Always in trouble—may have strong 


ties with criminal groups. 


Sexual Deviation type: 
Asexual — e.g. homosexual; transvest- 


ism; pedophilia; fetishism; sexual sad- 
ism (rape, sexual assault, mutilation). 
Addiction: 
a) Alcohol — imbibition due to basic personality defect. 
b) Drugs — use of drugs due to basic personality defects. 
(morphine, cocaine, heroin, etc.) 
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BOOK REVIEW 


PSYCHOSOMATIC METHODS in 


PAINLESS CHILDBIRTH 
By L. CHERTOK 
Pergamon Press 1959 


Cris is an English translation by Dr. Leigh of the Work by the 
French author Chertok encompassing the field of non-pharmaco- 
logical methods of obstetrical analgesia. 


The book begins by tracing the development of the hypnosug- 
gestive technique from its inception to its present clinical applica- 
tion throughout the world. 


As the theme of the psychosomatic approach to childbirth 
develops, the author goes into a comparative analysis of Read’s 
“Childbirth Without Fear’ and the new Russian technique of 
“Psychoprophylactic preparation of the pregnant woman for child- 
birth.” The Russian theoretical and experimental considerations 
along neurophysiological lines of the nature and origin of pain in 
childbirth are most interesting although controversial even in 
Russia. With each of the various approaches to the problem, he 
discusses in detail the mechanics of the technique, the advantages 
and disadvantages and the success reported by the various investi- 
gators employing the technique. 


The reader is impressed by the wealth of valuable material 
from which he may draw in formulating his own individual ap- 
proach to this problem which has become the most thought provok- 
ing and controversial question in modern obstetrics. The theme 
stresses throughout the trend from mechanization toward human- 
ization of the birth process, which approach alone makes it invalu- 
able to every practitioner of the art. 


Paul T. Buerger, M.D. 
Lockport, N. Y. 
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